INTRODUCTION
Cholecystectomy is the most commonly performed operation the world over. Although the risk of operative injuries during cholecystectomy is reported to be 0.2 to 0.3 percent1, the actual number of cases with such injuries becomes quite significant. The risk of injury is particularly high if there is anomalous anatomy and/ or obliteration of Calot's triangle. The presence of portal hypertension or a partially intrahepatic small fibrosed gall bladder (GB) may cause alarming bleeding during dissection and thus may further increase the risk of such mishaps. Cholecystostomy under these circumstances has been suggested as a safer alternative2'3. However the results of cholecystostomy in terms of residual and recurrent stones 4'5 make it less attractive. The present study highlights the indications, conduct and outcome of partial cholecystectomy in these difficult situations. The risk of residual stones in the GB remnant after partial cholecystectomy is bound to be less than after cholecystostomy. The GB is opened under direct vision and all its contents are evacuated. Recurrence of stone, however, remains a possibility particularly if a blind pouch is formed by approximation of Hartman's pouch. This could also be obviated by virtually eliminating the dead space by close approximation. In our own experience so far no such recurrence has taken place. However a longer follow up would be required to draw any firm conclusions.
MATERIAL AND METHODS
There are a few anecdotal reports of malignancy arising in GB after cholecystostomy 14'15 and in the cystic duct remnant after cholecystectomy16. The cause and effect relationship of carcinoma of the GB with stone disease is however yet to be proven beyond doubt, and the incidence of malignancy is not expected to be greater than the risk in the general population. A remote chance of developing malignancy should therefore, not deter a surgeon from performing a safe, effective and definitive surgical procedure in a given situation rather than insist on one which has a significantly increased chance of morbidity and possible mortality in a given high risk situation.
In conclusion, partial cholecystectomy appears to combine the merits of cholecystectomy and the safety of cholecystostomy. It should be routinely performed when the going is "tough" such as in cases with severe acute inflammation, frozen Calot's triangle due to chronic inflammation and in Mirizzi's syndrome.
INVITED COMMENTARY
This paper adds further support for the technique of leaving the posterior wall of the gallbladder attached to its liver bed in the presence of severe pericholecystic inflammation and in patients with portal hypertension. Several recent reports have confirmed the ease and safety with which partial cholecystectomy can be performed in these difficult situations while achieving the same objectives as with the standard operation. The initial concern of an increased incidence of sepsis and continued mucous discharge from the residual gallbladder wall has not materialised nor the potential complications of leaving a long cystic stump. This paper also emphasises its use in cases with the Mirizzi syndrome where the risk of a "wedge type" injury to the bile duct is particularly high when dissecting Hartmann's pouch in Calot's triangle. The risk of a bile leak from injury to superficial bile ducts in the liver bed is also avoided in cases with severe peri-cholecystic inflammation.
Securing the cystic duct sometimes poses a technical problem and results in a bile leak when using the purse-string technique. However, with some care, the cystic duct orifice can be circumcised from within to achieve an adequate stump for closure. The more liberal use of this operation is recommended for the difficult gallbladder, particularly in the hands of less experienced biliary surgeons.
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